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The bigger picture presented by recent studies in the area of perioperative MI is confusing: varied definitions, significant mortality, and limited preventive strategies are issues of concern (2) (3) (4) (5) . Results of this current registry extend those of prior findings: perioperative MI is not primarily a disease prevented or treated by interventional cardiologists. For example, the type of drug-eluting stent and timing of noncardiac surgery after stent placement is a focus for guidelines and research (4, 6, 7) . However, in the current study, stent thrombosis as a cause of perioperative MI is vanishingly rare (0.7% of all patients referred for coronary angiography) ( Figure 1) (1).
Thus, the enhanced risk of PCI in the perioperative MI population and the factors that enhance risk should be examined in the context of an ever expanding universe of perioperative MI and injury.
ANGIOGRAPHY AND PCI FOR PERIOPERATIVE MI
In the current study, only 1 in 4 patients referred to the cardiac catheterization laboratory underwent coronary intervention. A detailed angiographic analysis provides insight into this restrictive use of PCI: most patients had non-flow-limiting stenoses. A simple interpretation of these observations is that most perioperative MI cases are type II, an imbalance between supply and demand leading to coronary ischemia and infarction in the setting of stressful surgery (8) .
There is a paucity of data regarding the mechanism of perioperative MI, few autopsy (n ¼ 67) (9) and (n ¼ 60) angiographic (n ¼ 60) studies (10) from 2 decades ago provide limited conclusions. In the coronary histopathology study, perioperative MI patients demonstrated pathology similar to that of spontaneous infarctions (9) . A previous Cleveland Clinic angiographic study suggested a role for chronic coronary occlusions and inadequate collateral supply in perioperative MI (10) . Another relatively small angiographic registry study (n ¼ 120) suggested that plaque rupture and type I MI characterize nearly onehalf of patients with perioperative events (11) . The current registry adds far more information to our understanding; this is the largest angiographic anal- 
Second, understanding the plaque structure underlying perioperative MI would be impossible with angiography alone; plaque rupture would be more likely associated with severe stenoses, but more moderate lesions characterized by plaque erosion and calcified nodules could be important (13) . Finally, the assumption that coronary plaque is linked to perioperative myocardial necrosis needs further clarification. Would cardiac magnetic resonance identify stress cardiomyopathy as the cause of perioperative infarction in some patients (14) ? Given the paucity of data on the underlying mechanism of perioperative MI, follow-up studies with histopathology, intracoronary hemodynamics, optical coherence tomography, and cardiac magnetic resonance may be a logical next step in this field.
Just as the cause of perioperative MI is unclear, prevention and treatment options are of unclear benefit (3, 4, 15 and the bleeding risk of this practice could be especially significant in the post-operative state. In addition, the use of the radial artery approach is not described but is likely <10% of the analyzed population given national trends at the time of the study (22) . Of note, the interplay between surgery-related bleeding and post-PCI access-site bleeding is difficult to discern from the current registry design; the extent to which surgical and nonaccess site bleeding is modifiable in this population remains to be determined.
BROAD CONTEXT OF PERIOPERATIVE MI
As shown in Figure 1 MI is valuable, the current study suggests we may be launching rockets into a universe that remains largely undefined. Given the current findings of predominantly non-flow-limiting coronary stenoses, emphasis needs to be placed on using the contemporary tools of our research arsenal (i.e., cardiac magnetic resonance and optical coherence tomography) to further understand the causes and characteristics that truly outline the broader universe of perioperative MI.
